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the considerable variation in survival patterns for NHL 
patients, reflecting the incredible heterogeneity of this 
disease entity.
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Age strongly influenced survival as older persons typically 
experienced poorer survival, and even within stage, older 
persons had lower survival rates.  NHL incidence rates were 
higher in males than females across the age spectrum, but 
females had slightly higher survival rates.  As with most 
cancers, stage at diagnosis exerted considerable impact 
on survival.  The presence of B-symptoms dramatically 
lowered survival within all stage and age groups.

The heterogeneity of NHL is particularly evident when 
considering the different patterns of survival by histo-
logic subtypes.  The survival curves of aggressive NHLs 
declined rapidly in the early months following diagnosis, 
but leveled off over time, a pattern similar to that of many 
solid tumors.  This pattern contrasted dramatically with 
that of the indolent lymphomas, where a gradual steady 
decline was observed over the entire period of follow-up.  
While rarely cured, patients with indolent lymphomas 
typically have long periods of remission (4).  The site of 
extranodal involvement was also observed to strongly 
influence survival.

Standard treatment choices for NHL are determined pri-
marily by histologic subtype and stage and generally in-
clude both chemotherapy and radiation therapy.  While 
treatment has improved survival after diagnosis with 
lymphoma, it may cause additional health problems.  A 
significantly increased risk of second primary cancers has 
been noted in persons surviving 15 years or more after 
diagnosis with NHL (5), and cardiac toxicity has been 
reported (6).  The monoclonal antibody rituximab has 
been shown to be helpful in assisting immune responses 
against lymphoma cells, thereby providing a treatment 
choice with fewer side effects than other therapies for a 
subset of NHLs expressing the CD20 antigen (7).  Other 
treatment innovations include novel chemotherapy agents 
and regimens including bone marrow or peripheral blood 
stem cell transplantation. The high and increasing inci-
dence of NHLs underscores the importance of continuing 
efforts to develop therapies that will improve survival and 
reduce adverse treatment effects.

These population-based data are based on nearly 66,000 
patients diagnosed between 1988 and 2001.  While the 
SEER data provide a large representative sample to ex-
amine numerous clinical and demographic predictors of 
survival after diagnosis with NHL, especially for rare 
subtypes, data were not available on treatment differences 
and comorbidity, two additional factors which impact 
survival and could explain some of the observed pat-
terns.  These analyses do, however, provide evidence of 


